In the early 1900s various packing methods were used to protect the airway from secretions. In 1904, P. Watson Williams described an elaborate method, which involved holding a pack in the posterior pharyngeal space with a pair of double-curved forceps and pulling the tongue forward with an attached clip. It is difficult to imagine how there was room for anaesthetic delivery around all this equipment, let alone any prospects of surgery. Five years later H. M. Page described bilateral nasal tubes which were inserted to the level of the larynx prior to packing the pharynx-a method which would have provided unimpeded gas flow but would seem to do little to actually maintain the airway.
Hewitt's pharyngeal airway and its various modifications appeared from 1908 onwards and rapidly achieved acceptance. They provided a clear passage but did not protect the airway from soiling. Early uncuffed endotracheal tubes appeared around this time with various packing techniques to protect the airway.
In the 1930s pharyngeal airways were commonly used and attempts to provide better protection of the airway from blood and secretions included Harrison's and Shipway's pharyngeal bulbs. In 1935, Sir Francis Shipway developed an inflatable pharyngeal cuff for Hewitt's airway. He wrote to the British Medical Journal, "A simple method of preventing blood, pus or other fluid from entering the trachea during intranasal operations has been devised and proved during prolonged trial to be effective. An airway carries a rubber balloon, with tube for its inflation: it is lubricated before insertion, and when in situ the balloon is distended and the tube clipped. Ribbon gauze is then packed in the mouth. Nitrous oxide and oxygen, etc., can be administered through it by means of a special fitting which does not interfere with the manipulations of the surgeon."
Leech described a similar airway in Canada but his cuff was made of solid rubber and was not inflatable. An example is seen in the top of the cover photo. In 1944, Rowbotham devised an inflatable pharyngeal cuff, similar to Shipway's, which could be slipped on to an endotracheal tube and adjusted to occlude the posterior pharynx. "When an endotracheal cuff is employed on the anaesthetic tube, blood collects above the cuff and is difficult to remove after the operation. Post-nasal sponges or effective throat packs are difficult to place in position and often produce soreness." During World War II he devised the detachable balloon which "has proved to be of equal efficiency and more easily adjusted to the individual requirements than the original. When the balloon is inflated blood and secretions are locked up in the nasopharynx and a gas-tight fit is effected for the anaesthetic tube." He does not describe how the tube was removed, but one can imagine that deflation of the pharyngeal balloon must have required an attentive anaesthetist armed with ready suction.
The cuffed pharyngeal airway no doubt found its place, but by the 1960s and 70s airway protection was commonly achieved with endotracheal tubes or maintained with modifications of the Hewitt uncuffed airway.
In 1981, Dr Archie Brain from London conducted a series of trials after making plaster casts of the pharynx of cadavers. His aim was to achieve a mask that was close to the larynx without the disadvantages of an invasive endotracheal tube. In his paper to the European Journal of Anaesthesiology he describes the development of the laryngeal mask and states "Ideally an artificial airway should have the following fundamental characteristics: (a) it should overcome airway obstruction rapidly and easily, (b) it should be atraumatic even when used by the unskilled. Clearly neither the facemask nor the endotracheal tube can be said to fulfil both of these staple yet vital conditions."
At the time Dr Brain was working in an outpatient dental unit administering anaesthesia via a Goldman nasal mask with a detachable cuff. He was struck by the fact that the detachable cuff was similar in shape and size to the available space in the plaster casts of the pharynx. Further experiments resulted in modifications to the shape of the cuff and the attachment of a 10 mm Portex tube using acrylic glue.
Despite the success of the initial trials, Dr Brain was unable to obtain any commercial interest in the LMA. One of the early prototypes is shown at the left of the photo and was a gift from Dr Brain to the Geoffrey Kaye Museum of Anaesthetic History. He made over 70 of these until 1985 when the Goldman masks were no longer available and Dunlop Rubber began to show some interest in facilitating further development. The end result was the first factory-made LMA in December 1987. By September 1990 LMAs were available in all surgical hospitals in the U.K.
Also shown in the cover photo is an early example of a cuffed pharyngeal tube made of black rubber by the India Tyre and Rubber Company, Inchinnan, Scotland. The tube has a spiral wire core with an inflatable cuff at the distal end. The inventor is unknown.
Laryngeal masks and cuffed pharyngeal airways have gained such rapid acceptance in modern anaesthetic practice that it is easy to overlook the origins, both recent and past, of such significant developments. CHRISTINE BALL, ROD WESTHORPE Geoffrey Kaye Museum
